A large number of factors contribute to racial and ethnic disparities in health status. Health care professionals, researchers, and policymakers have believed for some time that access to care is the centerpiece in the elimination of these health disparities. The Institute of Medicine's (IOM) model of access to health services includes personal, financial, and structural barriers, health service utilization, and mediators of care. This model can be used to describe the interactions among these factors and their impact on health outcomes and equity of services among racial and ethnic groups. We present a modified version of the IOM model that incorporates the features of other access models and highlights barriers and mediators that are relevant for interventions designed to eliminate disparities in U.S. health care. We also suggest that interventions to eliminate disparities and achieve equity in health care services be considered within the broader context of improving quality of care. Some health service intervention studies have shown improvements in the health of disadvantaged groups. If properly designed and implemented, these interventions could be used to reduce health disparities. Successful features of interventions include the use of multifaceted, intense approaches, culturally and linguistically appropriate methods, improved access to care, tailoring, the establishment of partnerships with stakeholders, and community involvement. However, in order to be effective in reducing disparities in health care and health status, important limitations of previous studies need to be addressed, including the lack of control groups, nonrandom assignment of subjects to experimental interventions, and use of health outcome measures that are not validated. Interventions might be improved by targeting high-risk populations, focusing on the most important contributing factors, including measures of appropriateness and quality of care and health outcomes, and prioritizing dissemination efforts.
H ealth care professionals, researchers, and policymakers in the United States have believed for some time that access to care is the centerpiece in the elimination of disparities in health for racial, ethnic, and social class groups. 1±4 After decades of research into the existence and explanation of inequalities in health, there is growing awareness of the importance of designing interventions to reduce or eliminate disparities in health status. Health [status] measures generally reflect the needs and outcomes of health care services for individuals and populations. The World Health Organization defined health in 1948 as``a state of physical, mental, and social well-being, and not merely the absence of disease or infirmity.'' 5 Health care, in contrast to health status, reflects the total societal effort, whether public or private, to provide, organize, and finance services that promote the health status of individuals and the community. 6 This includes care and procedures delivered by health care providers in a variety of settings, including hospitals, outpatient settings, long-term care facilities, and at home, as well as pharmaceutical and other health care devices. Any service paid for by health insurance may be considered a dimension of health care. The purpose of this paper is to provide a perspective on the literature regarding interventions to reduce ethnic and social class health care disparities and to discuss factors that are potentially important when designing, implementing, and evaluating such interventions. The intended audience for this paper is health services researchers, practicing primary care clinicians, and public health practitioners. A question of great interest to this group of professionals is, what proportion of the observed disparities in health status are attributable to disparities in health care and therefore amenable to improvements in health care delivery? Although not all of the relevant pathways have been completely elucidated, strong evidence suggests that there is room for improvement within the health care sector. Given the substantial resources invested in health care in the United States, not addressing avoidable disparities in health care delivery risks minimizing the returns on investments in health care. Although the fundamental inequalities that exist in society (including social, economic, and environmental factors) are important contextual contributors to disparities in health status, the professionals to whom this paper is addressed have more control over the health care system than they have over other contextual factors. Hence, the focus of this paper is on designing interventions to eliminate disparities in health care. Contextual factors are only discussed to the extent that health services may be changed or restructured to minimize their role in perpetuating racial and ethnic disparities in health.
We also acknowledge the importance of considering interventions to eliminate health care disparities in the broader context of improving health care quality. 7 The
Institute of Medicine's report, Crossing the Quality Chasm, calls for a redesign of the health care delivery system that includes changes in 4 main areas: 1) applying evidence to health care delivery, 2) using information technology, 3) aligning payment policies with quality improvement, and 4) preparing the workforce. The report also includes the need for health care to be equitable among its 6 aims for improvement in health care delivery. 8 
CONCEPTUAL FRAMEWORKS AND MODELS FOR DESIGNING INTERVENTIONS
In a report released by the King's Fund in the United Kingdom in 1995, Benzeval et al. proposed a framework for tackling socioeconomic inequalities in health. This framework suggested 4 levels for intervention: 1) improving the physical environment (including the adequacy of housing, working conditions, and pollution levels); 2) addressing social and economic factors (such as income and wealth, unemployment, and social support); 3) improving access to appropriate and effective health and social services; and 4) reducing barriers to adopting healthy lifestyles by changing behavioral risk factors. 9 Because racial and ethnic inequalities in health care in the United States are largely, although not completely, mediated by social class differences among patients, a similar framework might be useful for tackling racial and ethnic inequalities in health care in the United States. This paper focuses on interventions in levels 3 and 4 from the U.K. framework that health services can use either alone or in collaboration with other agencies to address health inequalities. In 1993, the Institute of Medicine's (IOM) Committee on Monitoring Access to Personal Health Services set out to resolve many conceptual problems in the definitions of equitable access to health care. The Committee developed a model and defined access as``the timely use of personal health services to achieve the best possible health outcomes.'' 10 The IOM model moves beyond using standard approaches that rely mainly on enumerating the presence of health care providers, the number of uninsured, or encounters with health care providers, to detect access problems. Indicators in this model are grouped according to barriers (personal, structural, and financial) that cause underuse of services, and mediators (such as appropriateness or efficacy of treatment received, quality of provider skills, or patient adherence) that impact health outcomes and equity of services. This model provides a useful starting point. Bierman et al. described an alternative way of understanding access for vulnerable groups. In their model, barriers of access occur on 3 levels: 1) access to the health care system (trouble getting care, delay in care because of cost, and transportation problems); 2) structural barriers within the system (difficulty getting appointments, advice after hours, and completing referrals to specialists); and 3) the ability of the provider to address patients' needs (awareness of patients' conditions and functional limitations, knowledge and clinical skills, cultural competence). 11 We have modified the Institute of Medicine's access model and incorporated factors described in the second and third levels of Bierman's access model to provide more specific directions for designing and implementing effective interventions to eliminate health care disparities. Our new model expands the scope of personal and structural barriers; specifies utilization measures to include the type of setting, provider, and procedure; incorporates provider communication skills, cultural competence, and bias or stereotyping behavior as measures of the quality of providers (a mediator in the original IOM model); and includes patient views of care or patient-centeredness (a component of health care quality from Crossing the Quality Chasm) as important outcome measures (Fig. 1) .
Specifically, we include a number of additional personal barriers in the modified version of the model. First, family structure may impact on individuals' ability and desire to seek health care services. Family members are often involved in medical decision making, especially for children, the elderly, and terminally or chronically ill patients; and a majority of patients prefer direct family involvement in their care. 12 
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We also include in our refined version of the IOM model some barriers identified by Bierman as structural barriers within the system. For example, in addition to the availability of care, how care is organized, and transportation, we include difficulty getting any appointments at all with primary care physicians and specialists and timeliness of appointments in the refined model. Recent work shows that ethnic minority patients seen in primary care settings report more difficulty getting an appointment and waiting longer during appointments, even after adjustment for sociodemographic and health status characteristics. 28 The Institute of Medicine's model includes a category for mediators. A mediator is a variable (intermediate, contingent, intervening, causal) that occurs in a causal pathway from an independent to a dependent variable. It causes variation in the dependent variable, and is also caused to vary by the independent variable. Such a variable is statistically associated with both the independent and dependent variables. 29 We have expanded the quality of providers (a mediator between barriers and outcomes of care) to include technical skills, interpersonal/ communication skills, medical knowledge, and cultural and linguistic competence. Recent work shows that ethnic minority patients are often cared for by physicians with poorer indicators of technical quality, such as lower procedure volume rates and higher risk-adjusted mortality rates. 30, 31 Additionally, interpersonal care, or patient±provider communication, has been linked to a host of valued health outcomes as well as to patient satisfaction. 16, 17, 32 Previous work shows ethnic minority patients, patients with poor health status, older patients, and patients with less than high school education rate visits with physicians as less participatory. 33, 34 Cultural and linguistic competence may be defined as the ability of health care providers and health care organizations to understand and respond effectively to the cultural and linguistic needs brought by patients to the health care encounter. 35 At the patient±provider level, it may be defined as the ability of individuals to establish effective interpersonal and working relationships that supercede cultural differences. 36 Recent work suggests that race concordance between health care providers and patients is associated with more partnership and higher levels of patient satisfaction, particularly for minority patients. 34, 37 While racial or ethnic concordance is not to be equated with cultural competence, studies of concordance between patients and providers with regard to race, ethnicity, gender, language, role expectations, and other factors may provide useful insights for researchers who are trying to operationalize the concept of cultural competence. 38 Cultural competence is discussed in greater detail in the section of the paper devoted to factors associated with success. Finally, in addition to health status and equity of services, patient views about health care, including their attitudes toward and experiences with care and satisfaction have emerged as important outcomes that may differ by race, ethnicity, social class, and language. 34 ,37,39±43 FIGURE 1. Barriers to and mediators of equitable health care for racial and ethnic groups. Modified from Access to Health Care in America.
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Interventions to eliminate racial and ethnic disparities might address a number of personal, structural, or financial barriers, mediators, or outcomes from our new model. For example, an intervention to eliminate racial disparities in cardiovascular procedure use might focus on patient preferences, patient±provider communication, and provider knowledge of treatment guidelines. An intervention to eliminate racial disparities in mental health care might target patient attitudes, such as stigma or fear of medications, primary care provider skills in recognition of mental health problems, and structural barriers such as the availability of mental health providers in primary care settings to facilitate collaborative care or treatment facilitators to improve coordination of care between primary care and mental health treatment settings.
Below, we describe different factors that should be considered when designing, implementing, and evaluating interventions to eliminate health disparities among racial and ethnic groups. These include the identification of target groups, appropriate study designs for evaluating interventions, limitations of previous interventions, success factors, summary recommendations, and conclusions, including issues specific to eliminating disparities and those broadly applicable to improving quality.
IDENTIFYING TARGET GROUPS FOR INTERVENTIONS
One of the most important aspects of designing an intervention is defining the target group. Interventions to reduce racial and ethnic disparities could target individuals in the general population, communities served by the health care systems being studied, patients with specific conditions (i.e., conditions with the greatest disease burden or disparity) or patients with specific characteristics (low literacy, poor disease control, low levels of involvement in care). Additionally, interventions could target individual health care providers' attitudes, knowledge, skills, and behaviors, specific settings (i.e., community health centers, rural or urban areas, primary care), or types of organizations (managed care, staff model or network style), or systems (Medicare or Medicaid, referral networks). Indicators of access, as defined in our model, may be used to help determine the appropriate target groups or settings for interventions. For example, if the access indicator of interest is cardiovascular disease care and outcomes, an intervention could target an entire community, individuals at risk (i.e., smokers, diabetics, hypertensives, those aged 40 and older, or those with a family history), or providers or systems serving these populations.
APPROPRIATE STUDY DESIGNS FOR EVALUATING INTERVENTIONS
Experimental research to eliminate ethnic minority health disparities is complex because of the complicated nature of interactions between barriers, service use, and mediators of care, and the additive and interactive impact of these factors on outcomes. 44 Intervention studies to reduce or eliminate disparities should assess not only whether the intervention had an effect, but also the importance or magnitude of the changes caused and the relative effects of contributing factors on the outcome variable of interest. Many researchers believe the best study design is a classic, true experimental design that uses random assignment of study subjects to experimental and control groups and measures all variables of interest pre-and postintervention. Comparisons between control and experimental groups at baseline assure that randomization is effective, and comparisons between control and experimental groups at follow-up assess the impact of the intervention. In this design, most threats to internal validity (i.e., history and maturation, testing and instrumentation, statistical regression, selection, attrition, and contamination) are minimized.
Strategies such as randomization and using a sufficient sample size decrease the impact of selection bias and contamination. Measurement of key potential confounding variables, such as patient socioeconomic status, education level, health literacy, health insurance status, and availability of race-or language-concordant providers is essential for comparisons across experimental groups and analyses of the effectiveness of interventions in subgroups. The unit of analysis here might be the individual patient, a clinical practice, or an entire organization.
Nonetheless, even studies with true experimental designs are susceptible to threats to external validity. For example, there might still be an interaction effect of testing, an interaction between selection bias and the intervention, or multiple treatment interference. An interaction effect of testing occurs when a pretest increases or decreases the study participants' sensitivity or responsiveness to the experimental variable (intervention), rendering the results unrepresentative of the population that has not received any pretest. Interaction between selection bias and the intervention occurs when subjects selected are not representative of the population and may respond better or worse than the general population to the intervention. Multiple treatment interference occurs in subjects who have had prior exposure to similar interventions and/or who receive several components of an intervention. 44 Strategies to address the challenges to external validity include: 1) performing the intervention in the type of health care setting in which such an intervention is likely to be translated into practice; 2) allowing the intervention to be flexible and to vary in level of intensity according to the needs of the individuals or settings being served; and 3) considering several outcomes to be potentially important indicators of success of the intervention.
When true experimental studies are not feasible, field experiments in real-life settings may be used. Field experiments usually have sufficient numbers to be nationally representative. The largest and the most influential health policy experiment to date was the so-called``Rand Study,'' begun in 1971, in which over 7,700 participants in 6 sites were randomly assigned to health plans with different levels of cost sharing (deductibles and coinsurance) or to managed care organizations. The coverage levels ranged from free care to an income-related catastrophic plan (95% co-payment). The experiment was designed to test the theory that insurance and cost sharing affected demand for care, and to measure how different income levels and health status would be affected. The study found a clear connection between cost sharing and use, including inpatient use, with relatively little difference due to income categories. Later, some small adverse health effects were found for specific conditions in the lowest income level (hypertension and eye care), but not in any other groups. 45 Another alternative to the randomized controlled trial is a natural or social experiment in which naturally occurring events or new social policies or programs are introduced, in which people have different exposures that researchers can document by collecting and analyzing data. An example of a natural experiment is the introduction of The State Children's Insurance Program that enables states to insure children with family incomes too high to qualify for Medicaid but too low to afford private health insurance in one state, the outcomes of which could be compared either before and after the program or to those in a similar state that did not initiate such a program. Field and natural experiments have high external validity. 44 
LIMITATIONS OF PREVIOUS INTERVENTION STUDIES
Reviews of interventions to eliminate health disparities have identified several types of limitations. 46, 47 First, in most studies, only a limited number of health determinants have been targeted. Second, many interventions have not been described in sufficient detail to be adapted or repeated in other settings. Third, a relatively small number of studies have been culturally tailored for the ethnic minority groups determined to be at risk for poor outcomes. Whether or not culturally tailored interventions provide benefits above and beyond generic quality improvement interventions is an empirical question for the field of disparities research. Fourth, many interventions, particularly those focused on changing provider behavior, have not used models that account for barriers to changing behavior. For example, recent work shows that physician barriers to using treatment guidelines include lack of awareness, familiarity, or agreement, lack of self-efficacy, lack of outcome expectancy, and inertia of previous practice, as well as external barriers related to environmental guideline±specific, or patient factors. 48±50 These barriers all prevent providers from changing their behaviors to adhere to practices documented to be effective for patients, and they need to be addressed in interventions to change provider behavior. Many studies have used small samples and failed to use control groups. Additionally, resource input in these studies has not been measured or linked to outcomes. In several studies, standard and valid evaluation measures were not used. Moreover, the majority of studies have not included measures of health outcomes. Many of these interventions have had follow-up periods that were too short to determine whether``booster'' interventions are needed to maintain the results obtained. Finally, few interventions have targeted environmental and social factors. Most have focused on health care services and health behaviors.
Additional barriers to conducting research in ethnic and racial minority populations include the need to address patient knowledge and attitudinal barriers including cultural mistrust, perceptions of exploitation, lack of perceived benefits to the minority community, and misunderstandings about actual research protocols and the purpose of informed consent. 51, 52 Investigator knowledge and attitudinal barriers regarding research regulations, lack of familiarity with minority communities, and cultural competence must also be addressed. Researchers suggest strategies such as use of community and family members to assist in recruitment, increasing interpersonal trust between primary care providers or researchers and patients, and the use of audiovisual materials in consent procedures to overcome cultural, linguistic, and literacy barriers that complicate the comprehension of written materials. 52 
FACTORS ASSOCIATED WITH SUCCESS
Systematic reviews identify several studies that have improved the health of disadvantaged groups. 46 For example, in one study, investigators from an academic institution joined with the leadership of an interdenominational organization of churches in the community to design a church-based smoking intervention in which community leaders and members were integrally involved in every aspect of the study. To be consistent with community activation models, the research staff acted only as facilitators and consultants in the smoking cessation program, offering technical assistance, training, and certification to lay volunteers. Community leaders and members participated in designing and conducting needs assessments, delivering the intervention, and evaluating its impact. 58 Multidisciplinary investigator teams and multifaceted approaches are other strategies that have led to improved health for disadvantaged groups. 60, 61 Conducting a prior needs assessment has helped to define the areas for intervention, 62 and using cultural tailoring and assuring the cultural appropriateness and competence of the interventionists have been critical to the success of some interventions. 63±65 For example, the use of culturally and linguistically appropriate written and audiovisual educational materials is often associated with successful outcomes, such as higher quit rates for African-American smokers and increased used of preventive services such as cervical cancer screening among Asian women in the United Kingdom. 63, 66 Finally, other successful programs used support materials 67 and prompts and reminders to participants, 68 and provided system-level support and resources to sustain the intervention after the study period.
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Ensuring Community Commitment and Partnership with Stakeholders
We believe it is important to involve stakeholders in the refinement of study design, implementation of interventions, and dissemination of research findings. For example, researchers might convene an advisory committee comprised of leaders from the community, government, advocacy groups, provider organizations, educational organizations, consumer groups, and academic institutions. These groups could convene on a regular basis to provide feedback to study investigators regarding study methods and settings, intervention goals and agents, measures used, and interpretation of findings. The members of these groups could also guide and advise investigators regarding dissemination efforts, and provide important linkages to the institutions and organizations they represent. Community±academic medical center partnerships are a very effective strategy for narrowing the gap in health status between minority and white populations. Many of these partnerships allow effective clinical trials to be incorporated into existing public health programs. They also facilitate the transfer and incorporation of new knowledge and advances in patient care to community health care settings, and promote long-term maintenance of interventions in the community.
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The Importance of Cultural Competence in Health Care and in Interventions Research
Increasing the acceptability and effectiveness of health care and health care interventions to individuals in a variety of racial, ethnic, and social class groups involves cultural awareness and competence in a broad sense as well as culture-specific knowledge, skills, and tailoring of interventions. Current efforts to define operational constructs for culturally and linguistically appropriate health care services (CLAS) include the establishment of the CLAS national standards, a collective set of mandates, guidelines, and recommendations issued by the Department of Health and Human Services (DHHS) Office of Minority Health, intended to inform, guide, and facilitate required and recommended practices related to culturally and linguistically appropriate services. 35 Additionally, the DHHS has convened a National Advisory Committee to lay out the research agenda for CLAS. The CLAS national standards include suggestions for how the construct may be operationalized and measured.
Brach and Fraser have identified 9 cultural competency techniques: interpreter services, recruitment and retention policies, training, coordinating with traditional healers, use of community health workers, culturally competent health promotion, including family/community members, immersion in another culture, and administrative and organizational accommodations. 72 We provide a definition of cultural competence earlier in the paper and group these techniques into broader strategies that are shown in Figure 2 . 36 While the concept of cultural competence is becoming clearer, there is still a need to operationalize and validate methods of measuring it.
Other definitions of cultural competence have been proposed. For example, the National Center for Cultural Competence, a collaborative project between the Georgetown University Child Development Center and the Health Resources and Services Administration, defines cultural competence as a set of congruent attitudes, behaviors, and policies that come together in a system, agency, or among professionals that enables effective work in cross-cultural situations. 73 Campinha-Bacote describes cultural competence as a process in which the health care provider continuously strives to achieve the ability to effectively work within the cultural context of a client, individual, family, or community. 74 Lavizzo-Mourey and McKenzie describe cultural competence as the demonstrated awareness, inclusion, and integration of 3 population-specific issues in the delivery of health care: 1) health-related beliefs and cultural values, 2) disease incidence and prevalence, and 3) treatment efficacy. 75 Finally, The American Medical Association, in its Cultural Competence Compendium, equates culturally effective care with patient-centered care, another term that has received increasing attention over the last several years. 76 Patient-centered care is defined as health care that is closely congruent with and responsive to patients' values, needs, and preferences. 77 Currently, we believe there is insufficient evidence to determine whether patient-centeredness is equated with or simply one dimension of cultural competence. 78 With respect to the conduct of research, Resnicow et al. describe culturally sensitive interventions as having surface and deep structures. 79 Surface structures include matching of intervention materials and messages to observable characteristics of the target population, identifying the channels and settings most appropriate for the delivery of the intervention, and incorporating interpersonal sensitivity and cultural competence. Deep structures, in contrast, involve identifying differences between the minority group being studied and the majority population in core cultural values, and identifying how ethnic, cultural, social, environmental, and historical factors influence the targeted condition or behavior. The authors submit that tailoring the intervention to surface structures increases the acceptability of the intervention; however, tailoring to deep structures is necessary to assure the sustainability of the intervention over time.
Another framework for designing culturally sensitive interventions has been developed by Bernal et al. 80 In this model, 8 dimensions of treatment interventions are incorporated, including language, persons, metaphors, content, concepts, goals, methods, and context.``Language'' refers to the need for linguistically appropriate materials and services.``Persons'' refers to acceptability of the cultural background of the individuals delivering the intervention to the group receiving the intervention.`M etaphors'' reflects the need for incorporating symbols or concepts shared by the group receiving the intervention;`c ontent'' refers to the need for culture-specific knowledge and handling of information about values, customs, and traditions in designing the intervention.``Concepts'' refers to the need for cultural consonance in how constructs are used in the intervention.``Goals'' indicates the need for agreement between patients or individuals being studied and the researchers.``Methods'' refers to the need to use specific procedures or settings to achieve the research goals. Finally,``context'' considers the social, economic, and political context of the health problem being studied across ethnic and cultural groups.
RECOMMENDATIONS
We would like to conclude with specific recommendations for researchers, practicing clinicians and health care managers, and public health administrators designing and evaluating interventions to eliminate health care disparities. We have made additions to recommendations made by Mackenbach and Gunning-Schepers regarding interventions to reduce socioeconomic health disparities in Europe 81 (see Fig. 3 ).
Objectives
First, we recommend that the intervention have specific, measurable objectives. The objectives might clearly state whom the intervention will target, what the intervention will entail, the time frame of the intervention, what the desired outcomes will be, and how they will be defined. Second, our opinion is that the evaluation process should be able to determine the extent to which the intervention reduces differences between ethnic and racial groups. Third, interventions may focus on either health outcomes or intermediate outcomes that have shown clear causal relationships with health (e.g., use of certain preventive or therapeutic procedures, patient±provider communication).
Research Design
With respect to research design, we suggest that studies use experimental designs whenever possible and randomly assign target groups (individuals, patients, providers, systems, or communities) to experimental conditions. If experimental designs are not possible, field experiments and natural or social experiments may be used. Target groups might include those at highest risk for adverse outcomes, and interventions should try to address the most important contributing factors identified for a particular disease condition or population. We suggest that researchers guard against threats to internal and external validity, as previously discussed in the section of this paper devoted to study design.
Interventions
We suggest that interventions might have cultural and linguistic appropriateness as one of their objectives. Assuring the cultural sensitivity of interventions may be facilitated by incorporating patient and community input at all stages of the research design, implementation, and evaluation. Interventions that are multifaceted, intensive, and include face-to-face contact and interaction between interventionists and participants whenever possible are most likely to be successful.
Measurements
When measuring key variables, we recommend that individuals use individual-level data and standard methods (i.e., those used in federal data sources) for recording race, ethnicity, education, occupation, and income. We acknowledge that race-based categorizations may be falling out of favor; nonetheless, racial variables in research have helped to identify subgroups Ð particularly minority and immigrant groups Ð to whom additional health care resources need to be directed. Epidemiologists do not specifically endorse race-based categorizations; however, they suggest that racial variables that are used in research have a definite purpose that can be precisely articulated, that they meet the same standards of validity required of any other variables included in the research, and that the potential benefit of using such variables exceeds any potential harm that may result. 82 Outcome variables may be derived from the study objectives and use validated methods and instruments. We recommend that the intervention schedule and resources take into account expected time lags between the intervention and desired outcomes as well as the importance of sustaining the effects of the intervention over time. Researchers might consider collecting process variables with respect to the intervention and appropriateness and quality of care in the intervention and usual care groups. For example, measures of cultural competence at the provider and organizational level (such as availability and quality of linguistic services or diversity training for staff) may be incorporated in interventions conducted in health care settings. Collecting information regarding costs of the intervention is highly desirable, so that others planning similar interventions can plan for resource allocation.
Dissemination
Finally, and perhaps most importantly, researchers might consider establishing and maintaining linkages with stakeholders, including payers, policy-makers, provider groups, patient and community organizations, and the media, to increase the likelihood of dissemination of the research findings. 83 We suggest that they provide mentoring and training for future health services researchers who belong to underserved groups or who will contribute knowledge to understand and solve ethnic disparities in health.
CONCLUSIONS
Racial and ethnic disparities in health status and health care in the United States have been well documented. For some conditions (mental illness) and populations (children, certain immigrant groups. and ethnic subgroups), barriers to equitable health care have not been well described, and more descriptive and explanatory research is needed. However, for many other disease conditions (cardiovascular disease, cancer, preventive care, asthma, diabetes, HIV) and populations (the elderly, African Americans, and Latinos), research has revealed many potential targets for interventions. Yet, studies conducted to reduce racial and ethnic disparities in health care in the United States have had varying degrees of success. Interpretation of these studies is hampered by problems with study design, measurement of key variables, length of follow-up, clarity of interventions, and determination of resource use. More well-designed interventions with rigorous evaluation are needed.
Certain components of interventions to reduce disparities (collecting relevant and reliable data on race/ethnicity and socioeconomic status, operationalizing cultural competence, ensuring community commitment, achieving equity in care across racial and ethnic groups) are particularly important for racial and ethnic disparities, while other components (use of rigorous study designs and data collection methods, dissemination, incorporation of strategies to increase safety, effectiveness, patientcenteredness, timeliness, and efficiency) are broadly relevant to efforts to translate research into practice to improve quality of care. 8 Whether interventions to improve economic and social conditions might play a larger role than health services interventions in reducing inequalities in health is another empirical question. Health services interventions, whether used alone or in collaboration with social and economic interventions, are likely to play a significant role in reducing racial and ethnic health disparities. We believe these interventions should target high-risk populations, focus on the most important contributing factors for a given community, population, or disease condition, use culturally and linguistically appropriate methods, include measures of quality of care and health outcomes, and prioritize dissemination efforts.
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